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10. Dental services.

A.

Coverage of dental services is limited to medically
necessary services within the scope of practice of a
dentist, with the—3Iimitations examples listed below.
: —— \ 3
HI Hemi] xe 3 3 : . 3
BPSBT- Services and procedures requiring prior
authorization are published in the State Register.

Service

|®

Oral hygiene instruction

Reline or rebase of a
removable denture

Foptcat Fluoride treatment

Frims ron

One—time—onty—

One—every—three—~vyears—-

Full mouth or panoramic one—every—three—vyears+
X-ray for—areciptent—eight
years—of—age—or—oider;
untess—prior
avthortzation—+ts
obtained.
Full mouth debridment
Fillings
Pentat—examination omre—every—six—months—untess
Oral evaluation an—emergency reguires
medicatty necessary dentai—
servicer

Prophylaxis
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10. Dental services. (continued.)
® Bitewing series one—ofnomore—thanr—four
x-rays—andrno—more—thamr——six—
periapicat—x-rays—every—12—
months—untess—abitewingor—
pertapicat—x-ray—ismedicatty
nmecessary-because—of—an
emergency—
® Palliative treatment For—amemergency root——canat
probltem-
® Sealant application Sme—appiication—to permanent
first—and—seconrdmotars—onty
andone—reappiication—to
permanent—first—and—second
molars—five years—after—the
first—appticatitomronty—for—
reciprents—16t—years—ofage—and
under—
® Removable prostheses Regquiresprior—authorization-
‘tincludes—instructions
inr—the—use—=and—care—of
theprostheses—andany
adjustment necessary —for
proper—fit—during—the

first—stx—monthsr partial

and full dentures

® Root canal treatment one—root—canat—therapy
per—tooth~
e Inpatient hospitalization Requires—prior
for dental services, aunthorizatton—

subject to utilization
review procedures

o

Surgical services;—except Requires—prior
emergencies anthorization—
atveotectomies;

and routine—tooth

extractions
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10. Dental services. (continued.)
o  odd . ) . .
Periodontal scaling auvthortzatton-

and root planning, if:

a) evidence of bone loss must be present on
current radiographs to support the diagnosig of
periodontis;

b) there is a current periodontal charting with
six point and mobility noted, including the
presence of pathology and periodontal
prognosis;

c) the pocket depths must be greater than four
millimeters; and

d) classification of the periodontology case type
is in accordance with documentation established
by the American Academy of Per:iodontology.

®

sSpace—maintarrers
for—seconddectduous
motars treatment, if:

Orthodontics;—except—for Requires—prior
t avthorization-

a) there is a disfigurement of the patient’'s face,
including protrusion of upper or lower jaws or
teeth;

b) there is spacing between adjacent teeth that
interferes with the biting function;

c) there is an overbite to the extent that the
lower anterior teeth impinge on the roof of the
mouth when the person bites:;

d) positioning of jaws or teeth impairs chewing or
biting function; or

e) based on a comparable assessment of a) through

d), there is an overall orthodontic problem
that interferes with the biting function.

« Space maintainers




_Jog_aA;qaa;;a_qsoi_ﬁaqM sobpTaq paxTd

SROIJRZTICUINE  AdusbIsws ue sI-3T ssejun
aozad saxInbay Lyissjy psjoedutr JO TraCway

TJusulesI] JO jxeds oygaq
91039 poaoidde ST 'SoOIAISS pojel(oX (1B pue
STS9y3s0oad buipilijout 'Uueld jusuijesax] o391duod © 1q
pue ‘bUurgieoiq i0 bUimayo
SoSTWOXAWOD Jei] SSO] {1003 puP ouoq St oxoyujy Te

3T 'sjuerdut yelusad

JUueTduT [eJusp € 10 obpiiq PoXIJ € gaIm
UGOTJoUNluUoOD UT pPo3aTj] UMOID © I0J Sorrdde uotljdooxo
Uy Uisex AI0jeioqe] IO 'UlSoX psjeoraqejoxd
19935 SSa[Uteals pojeoraqejoxd JO oSped JI ' SUMOID

o

J

o

("ponuUTluUOd) T~ SSOTAISS

Ie3u=d "0t

vZ-10

w7 v 7 43S

: gsopasaadns
:paaoxddy
ST-20 NI

o0% =bed Z00Z ‘g8z AeW :9AT30833d
¥-T'€ INJIWHOVILLY TYIOSHANNIW :dLVYLS



STATE: MINNESOTA ATTACHMENT 3.1-A

Effective: May 28, 2002 Page 40d
TN: 02-15 ‘_;&.E; e Jasitya
Approved:

Supersedes: 01-24

10. Dental services. (continued.)
Orthodontic—treatment Requires—prior
except—space maintainerss aunthorization-

Servicesinmexcess—of—those Requires—prior
tisted—above suthorization—-

e Initial placement or replacement of a removable
prosthesis (any dental device or appliance replacing
one or more missing teeth, including associated
structures, if required, that is designed to be
removed and reinserted), once every three vears per
recipient, unless the prosthesis:

a) was misplaced, stolen, or damaged due to
circumstances beyvond the recipient’s control;
or

b) cannot be modified or altered to meet the
recipient’'s dental needs.

A cast metal removable prosthesis is covered if:

a) the crown to root ratio is better than 1:1;

b) the surrounding abutment teeth and the
remaining teeth do not have extensive tooth

decay; and

c) the abutment teeth do not have large
restorations or stainless steel crowns.

B. The following dental services are not eligible for
payment :

1y 13 ] . . c .
under—eirght—yearsofage—untess prior—authorized; or
Base—or—pulp Pulp caps;—direct—or—indirect;

Local anesthetic that is used in conjunction with a
surgical procedure and billed as a separate
procedure—

Hygiene aids, including toothbrushess

Medication dispensed by a dentist that a

recipient is able to obtain from a pharmacysr

Acid etch for a restoration that is billed as a
separate procedures

3

3

o



STATE: MINNESOTA ATTACHMENT 3.1-A
Effective: May 28, 2002 Page 40e
TN: 02-15

Approved: ... o, iUl

Supersedes’™ 01-24

10. Dental services. (continued.)

Fr e Pertapicat—x-rays,—tf donme—at—the same—time—as

8r o Prosthesis cleaningr

S e Unitaterat Removable unilateral partial
prosthests—involving posterior—teeth denture
that is a one-piece cast metal including clasps
and teeths

10> o Replacement of a denture when a reline or
rebase would correct the problems

+I)r o Duplicate x-rays;

12} o Erowns—andbridges Fixed partial denture or

fixed bridge, unlesgss it is medically necessary
and cost-effective for the a recipient has——a
documented medicat—condition—that—prohribits—the
use—of who cannot use a removable prostheses;
and

13+ ¢ Gold restoration or inlay, including cast

nonprecious and semiprecious metals—

Dental services for cosmetic or aesthetic

purposes

C. Critical access dental providers receive an increased
payment pursuant to Attachment 4.15-B, item 10. There are
two types of critical access dental providers:

1) those whose combined claim and estimated encounter
claim payments for all Minnesota Health Care
Programs (Medical Assistance, General Assistance
Medical Care and MinnesotaCare) were at least
$50,000 for service dates of April 1, 2000 through
March 31, 2001; or

2) those providing dental services in counties for
which dental services are carved cut of managed
care and are paid fee-for-service. These
providers must increase the number of recipient
visits by at least 10 percent over the last three-
month quarter for which complete cata on the
number of recipient visits exists.
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12.b. Dentures.

® Purchase Initial placement or replacement of removable
dentures is limited to one time every frve three years
for a recipient unless the dentures are misplaced,
stolen or damaged due to circumstances beyond the
recipient’s control, or the dentures cannot be modified
+facient—ites miseingteethrnecessary—to—frt or anchor
altered to meet the demtures client’s dental needs.

® Replacement of dentures less than fixve three years old
requires prior authorization.

® The payment rate for dentures includes instruction for
the use and care of the dentures and any adjustment
necessary during the first six months immediately
following the provision of the dentures.



